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A 46-year-old man presented to the Emergency
Department with a sudden, crescendo onset of ago-
nising pain in the lateral aspect of his right foot,
which had become increasingly swollen over 24 h,
associated with a rash. Hewas unable to bear weight
on the affected side. There was no history of
trauma, or of previous problems with his right
foot.
On examination, the patient was unable to touch
his right foot to the ground due to pain. He was
apyrexial with a hot, swollen foot and an
8 cm  5 cm erythematous area along the lateral
border. There was bony tenderness proximal to
the base of the fifth metatarsal. He had a full range
of ankle, sub-talar and midfoot joint movements,
although supination of the foot produced a severe
exacerbation of his symptoms. Plain radiographs
showed a discrete area of calcification at the lateral
edge of the cuboid (Fig. 1A). Blood tests performed
as a sepsis screen revealed a mild leucocytosis and a
raised C-reactive protein.
The patient was treated with non-steroidal anti-
inflammatory drugs (NSAIDs), strict bed rest and
limb elevation. After 24 h, the pain had resolved* Corresponding author. Tel.: +44 1865 737542.
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on crutches. At 2 weeks, he was able to bear full
weight without pain. Repeat radiographs taken on
final review at 3 months showed almost complete
resorption of the intra-tendinous calcification
(Fig. 1B).Discussion
Intra-tendinous calcification most commonly
occurs in the supraspinatus tendon of the rotator
cuff at the shoulder but has also been described in
the arm, wrist, hand, hip, thigh, knee, ankle and
foot.3 The pathogenesis remains unclear, but may
arise as a consequence of micro-tears, with mucoid
degeneration and calcific deposition within the
tendon,5 or in response to intra-tendinous ischae-
mia.4
Calcific tendinitis of the peroneus longus tendon
is extremely rare, with only one case previously
described in the literature.1 The clinical manifesta-
tions of the condition maybe misdiagnosed as either
a soft tissue infection (in the presence of a painful,
swollen, erythematous foot), or as an avulsion frac-
ture (with the appearance of the radio-opaque
spicule in the midfoot on plain radiographs). The
treatment consequences for each of these diagnoses
are not without risk, as both antibiotic therapy and
cast immobilisation have associated morbidity.2,6
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Figure 1 (A) An oblique plain radiograph of the right
foot showing a calcific deposit within the peroneus longus
tendon. (B) Repeat plain radiograph of the right foot at 3
months showing resorption of the intra-tendinous calcifi-
cation.In our case, early diagnosis and prompt non-
operative management led to an early resolution
of severe symptoms. In the absence of clinicalimprovement with rest and NSAID treatment, a
depot steroid injection around the calcific deposit
may be tried.1 Surgical intervention, with open
exploration and debridement of the intra-tendinous
calcification, has not been described for the pero-
neus longus tendon, but is a well-established treat-
ment for calcific tendinitis in the shoulder.7 Surgery
should be reserved for the cases in which symptoms
persist, despite comprehensive non-operative
treatment.Conclusion
Calcific tendinitis of the peroneus longus tendon is
extremely rare and maybe misdiagnosed as fracture
or infection. Classical radiographic appearances, in
the absence of foot trauma or systemic symptoms,
should alert the clinician to the diagnosis.References
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